Sexual consequences of cerebrovascular accident: discussion paper' Michael Humphrey PhD Department of Psychology, St George's Hospital Medical School, London SWJ7 ORE Previous studies have shown that only one couple in six remains sexually active after one partner has suffered a cerebrovascular accident (Humphrey & Owen 1967 , Humphrey & Kinsella 1980 . This is scarcely surprising when the extent of the handicap is taken into account, and when one bears in mind that these were patients who had undergone intensive rehabilitation at a residential centre. The picture might be different in an unselected series, yet these patients were on average ten years younger than would be expected in an unselected series, i.e. late 50s rather than late 60s (cf. Marquardsen 1969) . Table 1 shows how the incidence of stroke increases with age, and after the age of 75 -when stroke becomes relatively commoncessation or great diminution of sexual activity is likelv to occur even in nonhandicapped couples (Newman & Nicholls 1960) .
Further evidence on the sexual impact of stroke has been obtained from a postal follow-up study of 170 patients treated in the Wolfson Medical Rehabilitation Centre over a five-year period ending in December 1976 (Coughlan & Humphrey 1982 ). There were 103 men and 67 women. All were aged under 65 and married at the time of admission, and those with a history of previous cerebrovascular accident or other serious disabilities were excluded. The interval between stroke and rehabilitation was typically 4-6 months and usually less than 12 months. A total of 395 questionnaires were addressed to patients' spouses. There could be various reasons for the relatively poor response rate of 43%, but to the obvious factor of mortality during the intervening period must be added a greater-than-expected change of domicile due to the need for a simplified environment, e.g. a bungalow or a quieter neighbourhood. Fortunately, respondents and non-respondents were found to be well matched for age/sex distribution and laterality of stroke. Through close analysis of the questionnaire responses we were able to build a fairly detailed picture of life with a stroke victim some three to eight years after the event.
Most patients were middle-aged at the time of the stroke, it being the agreed policy to admit only a few patients above the age of 65. At least 50% were still of working age at follow up, although only 15-20% of the men were currently employed, often part-time or in a reduced capacity. We did not try to assess return to work among the female patients because many had been full-time housewives or only part-time workers before the stroke. However, almost half of the female spouses were working at least part-time, regardless of whether the stroke was leftor right-sided.
With regard to the activities of daily living, the most important single factor affecting the long-term outcome was presence or absence of hemiplegia. From the case notes it could be confidently established that 101 patients (59%) were still severely hemiplegic three months after the stroke. Severe hemiplegia was defined as gross or total loss of function in at least one limb, and the impairment was right-sided in 54 cases, left-sided in 47. At follow up, barely one in 4 of the hemiplegics had learnt to manage without aids to mobility such as a stick, tripod or walking frame. Fewer than one in 8 were reported as able to care for themselves in all important respects. Nevertheless, 70% were said to be capable of climbing stairs, 55% could walk 100 yards, and almost 40% were ablewith various safeguardsto cross a not-too-busy road. Overall percentages are quoted here because the differences between left and right hemiplegics were of no great magnitude. (1) Disruption of normal rhythm of married life by illness (2) Side effects of medication (3) Depression in either partner (4) Anxiety in non-disabled partner (5) Physical aversion towards disabled partner (6) Disabled partner's entrapment in a dependent role
In contrast, and as expected, language functions were far more commonly affected in the right hemiplegic group. Thus 50% of such patients had difficulty in communicating with their spouse, as compared with only 13% of the left hemiplegics. The intergroup differences for oral comprehension were not significant (20% versus 13%), whilst reading and writing defects were intermediate in frequency among the right hemiplegics and again much commoner than in the left hemiplegics. Loss of marital communication after stroke has been noted even in the absence of overt language disorder, partly perhaps arising from the non-handicapped partner's reluctance to bring up emotionally loaded topics (Kinsella 1977) .
A further consideration in weighing up the sexual aspects of stroke is its effect on mood and personality. Overall, a third of both patients and spouses had been treated for tension or depression during the follow-up period, but the rate was higher still among those who had also been treated prior to the stroke. Similarly, marked personality changes were recorded for 25% of the patients, more often in men than women and mainly in the direction of emotional lability, reduced frustration tolerance, self-centredness and apathy.
Only one in 8 of these survivors had suffered a further stroke since discharge from the Wolfson Centre, yet even without this calamity there was reason to expect arthritic and other debilitating changes related to normal ageing in some patients. Hence it is in the context of farreaching neurological and other impairments that we should explore the consequences of stroke for the couple's sexual life. After a long period of mutual intimacy most healthy couples will continue to make love, albeit with reduced frequency. A devastating handicap descending abruptly on one partner is bound to call for a massive readjustment even where the mechanisms for sexual arousal and performance remain intact. Our postal questionnaire included the following item: 'Have you felt the need for advice on sexual matters since your husband (wife) left the Wolfson Centre? If so, were you able to find someone to give you advice?' Only 21 respondents (14 wives and 7 husbands, or 13% of the sample) replied in the affirmative. Seven were under 45 at the time of the stroke, and 7 were over 55. Six wives of stroke patients and one husband maintained that they had been unable to get suitable advice, whilst one or two others had apparently solved their own problems. One able-bodied husband had resorted to the parish priest 'in confession, to a limited extent' -hinting at adultery. Otherwise it was the general practitioner whose advice was usually sought, but some couples had plainly fought shy of the issue.
We did not inquire into sexual activity, but several respondents indicated that this was a thing of the past. A negotiated truce cannot in itself be regarded as problematical, yet where a need for counselling exists it would appear that the medical profession cannot be relied upon to meet it. In a survey of 212 disabled people in Coventry, Stewart (1975) found that only 15 of the 30 who had taken their sexual concerns to a doctor were satisfied with the advice received.
Reasons for loss of sexual communion after stroke, as indeed after any other kind of serious disability, are summarized in Table 2 . Most of these are self-evident, but the factor of overdependence can be subtle in its effects. It is likely to be paramount in the context of brain damage with associated personality change, and the no longer masterful male is peculiarly vulnerable. Doctors and others involved in the management of chronic handicap need to be j"lluwlrlg.)Vvvrv UI.YUutttty alert to the hidden suffering in their patients' emotional lives, or opportunities will be missed. It is not essential that a couple be restored to their previous level of functioning, rather that they be helped towards a new accommodation. Full sexual intercourse with orgasm for each partner is not the only way of expressing love or relieving tension.
